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The diminishing reserve of available NHS psychiatric beds and falling admission rates strongly implies that there is an increased number of more severe cases of mental illness within the community either diagnosed and treated, or unrecognised and untreated.
The negative impact of fewer beds would be mitigated if secondary care community mental health services are diagnosing, treating, and managing more cases of mental illnesses within the community. However, there is a relative lack of any data on community treatment comparable to the assiduously collected national data set of Hospital Episode Statistics. 2 What evidence is available on Crisis Resolution Team activity suggests that there has been no increase in open caseloads to compensate for the diminishing admission rates.
A lAck of evidence for community teAmS Despite wholesale changes in the way that mental health care is delivered, the evidence base for those changes in terms of community teams is worryingly slim. A recent systematic review of crisis intervention for severe mental illness found just six studies evaluating the effect of community crisis teams on 984 patients and judged their methodology to be 'poor'. 4 These six studies excluded service users with alcohol or drug misuse, or those in danger of harming themselves or others, and so are atypical of populations managed by community teams in England.
The NHS Mental Health National Service Framework (MHNSF), published in 1999, had envisaged that crisis intervention teams would perhaps prevent 30% of mental health admissions 5 and that crisis intervention teams represented 'an alternative to inpatient care,' and also that assertive outreach teams would 'reduce hospital admissions'. 6 These positive predictions do not mirror the experience of integrated community care teams more generally, which is that, despite intensive and targeted input, they do not reduce hospital admissions or overall costs. If admission rates are primarily being reduced by relentless cuts in bed numbers rather than any demonstrable increase in team activity or specific admission avoidance interventions, this begs the question as to who is really picking up the burden of treating people who were once deemed so ill they needed to be in hospital?
A realistic conclusion may be drawn that it must be primary care that now carries the excess burden of recognising and treating severe mental disorder caused by the decline in hospital provision.
pAtientS with Severe depreSSion At SpeciAl riSk
There may be significant needs, especially of patients with depression, not being met by community and primary care services. Almost all of the 20% of adults who experience anxiety or depression are now managed in primary care, which is incentivised to diagnose and treat through the Quality and Outcomes Framework. Despite this, there is doubt about the accuracy of diagnostic questionnaires, uncertainty about the use of drug treatment in mild to moderate depression, and a lack of alternative treatment strategies such as cognitive behavioural therapy (CBT), (although the government's Improving Access to Psychological Therapies [IAPT] programme is seeking to redress this). GPs simply do not have the time or resources to provide comprehensive care for people with depression.
epidemiologicAl Study of mentAl heAlth needS
What is required is a policy review and mental health care in hospitals and primary care:
an unsustainable balance editorials "What is required is a policy review and further epidemiological study of morbidity, mortality, and health needs associated with mental disorder in the community." "... psychiatric bed numbers in England have fallen dramatically to just over 20 000 and are continuing to fall." further epidemiological study of morbidity, mortality, and health needs associated with mental disorder in the community. We desperately need data on the prevalence and severity of various mental disorders, how they are being treated, if at all, and the unmet needs of these patients and their families. If primary care is to be the future major source of treatment for mental health disorders then a more extensively trained GP may be required, with the back-up of an easily coordinated response from fully trained and adequately resourced multidisciplinary teams within primary care. This will deliver user-friendly psychiatric care to meet the real needs of patients and their families.
Although austerity is now a major political and social driver, both to an increased disease burden and resource inertia, there may now be a case for saying that the wholesale closure of NHS psychiatric beds must be reversed. In addition to investment in effective primary care mental health services, we may also need more mental health beds. Evidence for this view might be strengthened by a national epidemiological study of mental health needs. If we, as a country, truly need a change of mental health policy, is there a political appetite to make this necessary change before a public health disaster becomes inevitable? 
